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ABSTRACT
Overview of Transition Care Clinics and Patient No-Shows
by
Manul Awasthi
Introduction
Transition care clinics (TCCs) have proven to be effective in meeting the time-sensitive needs of
patients in the post-discharge period and ensuring smooth transitions of patients from hospital to
home. These clinics have led to lower readmissions, lower emergency department visits, cost
savings, and lower rates of other adverse events following discharge. However, TCCs, including
the East Tennessee State University Family Medicine (ETSU-FM) TCC have been facing high
rates of patient no-shows.

Aim
The aim of this dissertation is to identify the different components and outcomes of TCC based
on the literature. We further aim to analyze the TCC implementation process at the ETSU-FM
clinic, identify gaps, and provide recommendations to address those gaps.

Methods
A scoping review was conducted using three databases (PubMed, Web of Science, and
PsycINFO) searches while following the Preferred Reporting Items for Systematic reviews and
Meta-Analyses extension for Scoping Reviews Checklist to identify different components of
TCCs and the associated outcomes. Additionally, a mixed-methods study was conducted using
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patients and providers from the ETSU-FM clinic to identify different factors associated with
patients’ no-shows to scheduled TCC appointments.

Results
Eighteen studies were analyzed and TCC components and patients’ outcomes were assessed.
Predischarge communication with patients and caregivers, early post-discharge contacts, etc.
were identified as some of the effective components of TCC. Our review also highlighted that
TCC resulted in lower readmissions, lower ED visits, and cost-effectiveness. For the mixedmethods study, we included 520 patients in our quantitative analysis and interviewed 10
providers for the qualitative analysis. Several patient-level and system-level factors were found
to be associated with TCC no-shows. A few of the factors that were deemed modifiable by the
clinic have been identified and recommendations provided accordingly.

Conclusion
TCCs play a vital role in ensuring smooth care transitions of patients following discharge. It is
crucial to conduct context-level studies to identify factors that are associated with TCC no-shows
and design interventions accordingly. Doing so could lead to pursuit of the triple aim of
healthcare: improving patients’ experience of care, improving the health of populations, and
reducing the per capita cost of health care.
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Chapter 1. Integrated Learning Experience Proposal

Rationale for Prioritization of the Issue
According to the Centers for Medicare & Medicaid Services (CMS), transition of care is
the movement of a patient from one care setting to another (Transitions of Care | Agency for
Healthcare Research and Quality, n.d.). These settings may include ambulatory care practices,
hospitals, patient’s home, long-term facilities, and others depending on the patient’s needs
(Rennke & Ranji, 2015; Transitions of Care | Agency for Healthcare Research and Quality,
n.d.). In other words, transition of care (ToC), is the care patients receive as they move between
health care settings and providers, which aims to bridge care gaps across different settings and
ensure smooth care continuum (Rennke & Ranji, 2015). Usually, a Transitional Care Model
(TCM) utilizes a multidisciplinary patient care approach which is led by a transition care nurse
or a case manager who remains in contact with other providers in the care team including
physicians, pharmacists, nurses, social workers, and discharge planners (Rennke & Ranji,
2015).
ToC interventions have ensured efficient transition of patients from inpatient to the
outpatient settings while also preventing unnecessary readmissions, excess health care
utilizations, and adverse events (Elliott et al., 2016; Rennke & Ranji, 2015). This is important as
data show us that 15.1% of patients are readmitted and 21.1% of patients have an emergency
department (ED) visit within 30 days of discharge following medical admission (Post-Discharge
Events - Dartmouth Atlas DATA, n.d.). Further, it has been found that hospital readmissions cost
CMS about $17 billion annually (Hamadi et al., 2019). ToC interventions have also successfully
lowered post discharge medication errors that lead to adverse drug events (Layman et al., 2020;
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Milfred-Laforest et al., 2017). Adverse drug events are a significant issue in the U.S. healthcare
system and result in economic burden between $871 million to $1.8 billion annually (Slight et
al., 2018; Weir et al., 2019).
Further, studies have also found that patients who received transitional care interventions
have lower mean hospital costs, higher primary care provider (PCP) follow up rates, better
satisfaction with care, better provider-patient communication, and higher confidence to manage
their own conditions (Cawthon et al., 2012; Coleman et al., 2006; Elliott et al., 2016; Rennke &
Ranji, 2015). Thus, it is important to ensure that patients receive adequate transitional care
during their movement from one care setting to another including after discharge following inpatient admissions. However, several challenges have been identified that are associated with
post-discharge transitions including errors in communication between providers during handoffs,
incomplete discharge summaries, lack of appropriate conversation with patients regarding their
follow-up visits, missing referral guidelines and missing transitional care education (Andrew
Josephson, 2016; Shah et al., 2020).
Transitional care clinics (TCCs) or post-discharge clinics have been identified as an
effective strategy to meet the time-sensitive, acute care needs of patients and ensure appropriate
transitions of patients after discharge following in-patient admissions (Elliott et al., 2016). TCC
have helped practitioners improve patient outcomes after in-patient or emergency department
(ED) discharges (Layman et al., 2020). Further, these clinics also allow the multidisciplinary
patient care team to follow-up on patients’ acute care needs and link patients who use ED as their
predominant source of care and those without a PCP to available primary care resources (Elliott
et al., 2016).
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A major barrier in TCC has been identified as patient no-shows (Layman et al., 2020).
No-shows is a term used to refer to missed scheduled appointments by patients (Ofei-Dodoo et
al., 2019). Several factors have been identified to influence no-shows including patients’
demographic, clinical and psychosocial characteristics (Pence et al., 2019). A qualitative study
by Taber et al. (2015) also identified patients’ unfavorable evaluations of physicians and
healthcare organizations as reasons patients avoid care (Taber et al., 2015). The study further
mentioned that patients’ low perceived need to seek care, high cost, lack of health insurance and
time constraints led to avoidance of medical care. Furthermore, a study, with an aim to find
reasons associated with patients’ missed outpatient appointments at urban academy residency
clinics, stated that the no-show rates in the clinic, over a three-year time period, ranged between
17.1%-19.3% of scheduled appointments (Ofei-Dodoo et al., 2019). Patients’ no-shows result in
decreased utilization of available healthcare services, decreased quality of care, hamper providerpatient relationships and lead to unsatisfactory patient care. In addition, the study adds that in an
academic setting, no-shows impact resident education and learning as a result of missed
opportunities for residents to see patients and the outcome of their treatments. Moreover, higher
rates of no-shows can also disrupt the flow of revenue in a healthcare setting.
Therefore, it is crucial to identify factors associated with no-shows of patients to prevent
the abovementioned harms. Further, identifying these factors will also provide insights on how to
lower no-show rates. There are very limited studies that have looked at reasons for TCC noshows. In addition, there is a paucity of studies assessing the reasons patients miss their
scheduled TCC appointments after discharge following in-patient admission in a rural setting.
Thus, this overall Integrated Learning Experience (ILE) project focuses on evaluating the
existing literature on TCCs, examining different factors associated with no-shows of patients
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scheduled for TCC visits in a rural Family Medicine clinic and developing a context-specific
TCC practice guideline with an aim to lower patient no-shows at East Tennessee State University
Family Medicine Clinic (ETSU-FM) clinic.

Goals and Objectives
Scoping Literature Review
Goal: Provide an in-depth understanding of ToC and TCC while identifying different
components and outcomes of TCCs.
Objectives:
i.Systematically evaluate existing literature on TCCs using PubMed, PsycInfo, and
Web of Science from 2016-2021.
ii.Use the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
Extension for Scoping Reviews (PRISMA-ScR) checklist.
Empirical Article
Goal: Identify different factors associated with patient no-shows to scheduled TCC
appointments in South-Central Appalachia.
Objectives:
i.Utilize the Anderson Behavioral Model of Health Services Use alongside findings
from previous studies to guide the definition of factors associated with “noshows” to scheduled TCCs.
ii.Analyze patients’ electronic health records (EHR) to gather information on
patients’ demographic and contextual, clinical, and psychosocial characteristics.
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iii.Conduct interviews with providers from ETSU Family Medicine clinic who
are involved with TCC to obtain a comprehensive description of reasons
patients avoid their scheduled visits.
Policy/Practice Implication Article
Goal: Develop a TCC implementation guideline for ETSU-FM clinic to lower patient noshow rates.
Objectives:
i.Evaluate the discharge and scheduling processes of patients for TCC at ETSU-FM
clinic.
ii.Identify the gaps in implementations based on the practices discussed in the
literature, and recommend best practices based on the literature and the findings
from the empirical article.

Identification, Integration and Synthesis of Competencies
Identification of the competencies and how the competencies will be integrated and
synthesized through the ILE are shown in the table below
Table 1.1.
Integration and Synthesis of Identified Competencies
COMPETENCIES

INTEGRATION/ SYNTHESIS
APPROACH

Foundational Competencies:
i. Data and Analysis
• Design a qualitative,
quantitative, mixed methods, policy
analysis or evaluation project to
address a public health issue.

This competency will be achieved through the
empirical article as it is going to be a mixed
methods study analyzing factors associated with
patients’ no-shows.

ii. Programs and Policies
16

•

Design a system-level
intervention to address a public
health issue.

Will be achieved via the context specific TCC
practice guideline for ETSU Family Medicine
clinic (practice implication chapter).

iii. Education and Workforce Development
Through provider interviews to examine their
• Assess an audience’s knowledge knowledge on ToC and TCC.
and learning needs.
iv. Leadership, Management and Governance
• Communicate public health
science to diverse stakeholders,
including individuals at all levels of
health literacy, for purposes of
influencing behavior and policies.

The three competencies under Leadership,
Management and Governance will be achieved,
in parts, through different components of the
three chapters. The findings from the scoping
review and the empirical chapter will help us
• Integrate knowledge,
identify the nature of and the different factors
approaches, methods, values and
associated with our chosen issue (patients’ nopotential contributions from
shows) alongside the gaps in the literature.
multiple professions and systems in These findings will further be used to develop
addressing public health problems. best practices guidelines including
organizational change strategies and
• Create organizational change
communicate the identified best practices with
strategies.
the stakeholders involved.

Concentration Area Competencies:
•

Integrate individual health
Will be achieved through best practice
information, population health
recommendations.
measures and community resources
to redesign health service delivery
and improve population health.
•

Analyze patterns of health
Will be achieved through application of
services utilization, costs and
Anderson’s Behavioral of Health Services Use.
outcomes and health system
performance using applied research
methods.
This project aligns with the CMS’s Hospital
Readmissions Reduction Program (HRRP)
• Align organizational quality
which is a Medicare value-based purchasing
improvement programs with state program that encourages hospitals to improve
and national quality initiatives to
communication and care coordination to better
improve organizational effectiveness engage patients and caregivers in discharge
and resource use.
plans and, in turn, reduce avoidable
readmissions. However, our focus is on patient
no-shows.
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Overview of the Three ILE Chapters
Scoping Literature Review
Title: Transition of Care at Discharge and Transition Care Clinics: A Scoping Review
Study aims:
i.Systematically evaluate existing literature on TCCs using PubMed, PsycInfo, and
Web of Science from 2016-2021.
ii.Use the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
Extension for Scoping Reviews (PRISMA-ScR) checklist.
Methods:
Registration
Eligibility Criteria
Information sources: PubMed, Embase, Web of Science,
Search
Selection of sources of evidence
Data charting
Data items
Synthesis of results
Results:
Selection of sources of evidence
Characteristics of sources of evidence
Results of individual sources of evidence
Synthesis of results
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Discussion:
Summary of evidence
Limitations
Conclusions
Empirical Article
Title: Factors Associated with Patient No-shows to Scheduled Transitional Care Clinic
Appointments in Adult Appalachian Population.
Study aims:
i.Utilize the Anderson Behavioral Model of Health Services Use alongside findings
from previous studies to guide the definition of factors associated with “no-shows” to
scheduled TCCs.
ii.Analyze patients’ electronic health records (EHR) to gather information on patients’
demographic and contextual, clinical, and psychosocial characteristics.
iii.Conduct interviews with providers from ETSU Family Medicine clinic who are
involved with TCC to obtain a comprehensive description of reasons patients avoid
their scheduled visits.
Design: Mixed-methods study
Study population:
i.Patients discharged from one of the associated hospitals (JCMC, Bristol Regional,
Holston Valley, etc.) with scheduled TCC appointments at ETSU Family Medicine
clinic from July 2019 to June 2021.
ii.Providers responsible for discharging, scheduling ang attending TCC patients.
Study outcome/dependent variable:
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TCC show (Arrived/ No-show)
Independent variables (for quantitative analysis):
Predisposing
Age
Sex
Race/ethnicity
Substance use
Enabling
Insurance
Need
Presence of chronic disease
Comorbidity
Depression
One year hospital admissions
One year ED visits
External environment
TCC schedule season
Analytical approach:
Chi-square tests for independence
Multivariable logistic regression
Qualitative section:
Provider interviews
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1. As I mentioned earlier, my research is focused on Transition of Care. How familiar are you
with the process?
(Following question) Can you tell me what Transition of Care means to you?
2. In your own words, how do you think a TCC visit is different from a regular clinic visit?
3. The Family Medicine clinic has a Transition care clinic every Tuesday, but our records
show us that many patients do not show-up for their scheduled TCC visits. Are you aware
of that? Why do you think that is happening?
4. Can you tell me about the discharge process for the patients who are scheduled for TCC
visits?
5. Moving on, let’s talk about how you communicate with patients about TCC?
a. How do you tell patients about the importance of the visit? Do you also explain to why
they were scheduled for a visit on that day/time?
b. Are patients provided with any written information confirming the appointment?
6. Our analysis shows us that patients with no insurance and those with positive substance
use are more likely to miss their visits, are you aware of that? Do you have any suggestions
to improve show rate among these populations?
7. From your perspective, is there any gap in the scheduling process which could have led to
patients’ missing their scheduled visits?
8. Do you think scheduling patients’ visits on the same day with multiple providers would be
better or would it be better to just have TCC visits sprinkled through the week on regular
schedules?
9. How do you think we can improve this current situation and increase the number of patients
who show up for their TCC visits?
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Policy or Practice Implications
Title: A Context-Specific Transitional Care Clinic Scheduling and Practice Guideline for a Rural
Family Medicine Clinic
Study aims:
i.Evaluate the discharge and scheduling processes of patients for TCC at ETSU-FM
clinic.
ii.Identify the gaps in implementations based on the practices discussed in the literature,
and recommend best practices based on the literature and the findings from the
empirical article.
Methods:
1. Facility-level observation and TCC scheduling and practice discussion with providers in
the clinic (focus: discharge process, TCC appointment, communication)
2. Identify gaps in the process
3. Recommend best practices from the literature based on the identified gaps as well as
findings from the empirical study

Create Appointment Card to hand out to patients during discharge.
Provide a policy memo with gaps and recommendations to ETSU Family Medicine clinic.

Stakeholder Engagement Plan
Stakeholder/practice partner engagement is crucial in any project, including our project,
as they can help to identify the issue, implement the recommended practices, and eliminate
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potential barriers to implementation. Further, stakeholders’ engagement will help us ensure
quality and transparency of the process and aid in dissemination of the results to wider audience
(Preskill & Jones, n.d.). To engage stakeholders, we will be utilizing the Robert Wood Johnson
Foundation’s Practice Guide for Engaging Stakeholders (Preskill & Jones, n.d.). The guide
mentions the following five steps:
1. Prepare for stakeholder engagement
2. Identify potential stakeholders
3. Prioritize the list of stakeholders
4. Consider potential stakeholders’ motivations for participating
5. Selecting a stakeholder engagement strategy

Prepare for stakeholder engagement:
This step will include in-depth understanding of the care transitions process as well as
TCCs, resources needed for successful implementation of TCC, reviewing the literature,
developing project goals and objectives and detail understanding of forces that affect TCC
implementation. These abovementioned components will help us identify whom to engage and
why to engage them.
Identify potential stakeholders:
This step will include identifying different stakeholders using the Center for Disease
Control and Prevention’s (CDC) Evaluation Self-Study Guide with minor modifications to fit our
project needs. The guide includes three different categories of stakeholders and based on that our
key stakeholders would be:
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i.Involved in program operations: Family medicine attendings, residents, nurse
practitioners, pharmacists, patient care manager, ETSU Family Medicine clinic,
associated hospitals and other facilities
ii.Served or affected by the program: Patients discharged from one of the hospitals,
ETSU Family Medicine clinic, community members
iii.Intended users of the project findings: Health facilities in the area, ETSU College of
Public Health
Prioritize the list of stakeholders
Family medicine attendings, residents
Consider stakeholders’ motivation for participating
Table 1.2.
Stakeholders and Their Motivation for Participation
Stakeholders
ETSU Family Medicine
clinic

What activities and/or outcomes of this program matter most to
them?
Identification of factors associated with missed TCC visits and best
practice recommendations

Associated hospitals and
other facilities

Identification of strengths and gaps in the implementation process
and best practice recommendations
Lower readmission rates, appropriate healthcare utilization

Patients and community
members

Improved health outcomes, low cost, patient satisfaction

ETSU College of Public
Health

Practice based research opportunities for students

Stakeholder engagement strategy
Representatives from ETSU-FM clinic were involved throughout the project. Further, the
healthcare providers from the clinic were interviewed to obtain their views on ToC, TCC and
24

reasons for patients’ no-shows. Dr. Ryan Tewell from ETSU Family Medicine was the major
contact person and his inputs were sought in every step of the project; he was also be provided
timely updates via emails and in-person meetings.

Conclusion
This practice-based research studies a burgeoning issue of patient no-shows, identified
different reasons, and provided recommendations to lower the rate of patient no-shows at ETSUFM clinic. Findings from this study can be used by providers, researchers, and policy makers to
develop and implement strategies to reduce healthcare avoidance and no-shows by patients.
Overall, this is a multidisciplinary project involving physicians, pharmacists, and public health
personnel with a long-term aim to improve population health.
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Abstract
Several strategies have been implemented to ensure appropriate healthcare utilizations and cost
savings, but there is limited information in the literature on transition care clinics (TCCs) and
care transitions at discharge. A scoping review was conducted to identify basic components of
post-discharge TCC according to the literature and assess patients’ outcomes as a result of TCC
interventions. Database searches yielded 1772 studies, of which 18 were included in the final
sample after screening. Some crucial TCC components for optimal patient outcomes include
adequate predischarge communication with patients, early post-discharge contact, medication
reconciliation, follow-up appointment reminders and assessment and addressing of patients’
needs. TCCs lead to lower hospital readmissions, lower emergency department results and cost
savings. More context specific TCC studies are needed to ensure appropriate implementation and
better health outcomes of patients in different clinical scenarios.

Keywords
Transition of care, transition care clinic, post-discharge clinic, patient outcomes, scoping review
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Introduction
Transition of care (ToC) refers to a broad range of services and environments designed to
ensure care coordination and continuity of care during the movement of patients amongst and
across different levels of healthcare settings (Hervé et al., 2020; Naylor & Keating, 2008;
Transitions of Care: Agency for Healthcare Research and Quality, n.d.). The movement of a
patient may be from an intensive care unit to a medical ward of the same hospital, between
different hospitals or providers, from hospital to home, or other care settings depending on the
patient’s needs (Hervé et al., 2020; Transitions of Care: The Need for a More Effective
Approach to Continuing Patient Care - Self-Insurance Programs Self-Insurance Programs, n.d.).
ToC helps to focus on bridging care gaps during the movement of patients across these settings
and ensure smooth care continuum (Rennke & Ranji, 2015).
Well planned, highly targeted, and efficiently delivered transitional care strategies have
shown success in reducing adverse events following discharge, including lower readmissions,
and emergency department (ED) visits, while also lowering healthcare costs, ensuring higher
patient satisfaction and better utilization of available healthcare services (Lovelace et al., 2016;
Rennke & Ranji, 2015; Schreiter et al., 2021). A study by Lovelace et al. that focused on
implementing a transition care program to improve care coordination and outcomes among
patients discharged home following in-patient admissions, found that there was a 67% decrease
in hospital readmissions and a 61% decrease in ED visits in the 90 days following participation
in the program, compared with the 90 days prior to participation; before the intervention the
cumulative readmission rate and ED revisits for discharged patients was one in five (2016).
Similarly, a nurses-initiated telephone-based transitional care program involving patients who
underwent complex surgeries found that patients who received transitional care demonstrated
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higher understanding of personal responsibilities in post-discharge care, felt they received better
educational materials about their condition or treatment, and rated their hospital experience
better, compared to patients who did not receive transitional care services (Schreiter et al., 2021).
Nevertheless, alongside the numerous benefits of ToC programs, it is also important to
note that these programs involve complex processes with multiple elements and stages (Hervé et
al., 2020). Among many, some essential elements include effective communication, caregiver
guidance, appropriate handoffs, and discharge planning (Hervé et al., 2020). Thus, several
challenges associated with post-discharge transitions have been identified, some of which
include errors in communications during handoffs, missing referral guidelines, lack of proper
conversation with patients regarding their follow-up appointments, incomplete discharge
summaries, and missing or incomplete transition of care information (Josephson, 2016; Shah et
al., 2020).
In that regard, transition care clinics (TCCs) or post-discharge clinics have been
identified as an effective approach to meet the time-sensitive, acute care needs of patients and
ensure appropriate ToC (Elliott et al., 2016). TCCs have helped improve patient outcomes after
in-patient or ED discharges (Layman et al., 2020). Further, as TCCs usually follow an interdisciplinary care approach, these clinics allow the multidisciplinary patient care team to followup on patients’ acute care needs and link patients to available primary care resources per their
needs (Elliott et al., 2016). Additionally, a study involving Northwestern Medical Group
Transitional Care Clinic patients found that those who received care transition interventions
experienced decrease in inpatient admissions and significantly lower 90-day hospital charges
(Shah et al., 2020).
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New Contribution
Numerous studies have described ToC/TCC, their components, and different ToC
models, however, comprehensive information on TCC, associated components and patients’
outcomes are difficult to ascertain in the literature. Therefore, this study aims to map the existing
evidence related to components of TCC following discharge from hospital and patient outcomes
as a result of TCC. Thus, this review is guided by the following questions: What are the basic
components of post-discharge TCC according to the literature? What are the impacts on patients’
outcomes as a result of TCC interventions? Findings from this review could encourage
healthcare practitioners and policymakers to further acknowledge TCCs and their importance
and promote TCCs in the United States and other countries.

Methods
This review follows the Preferred Reporting Items for Systematic reviews and MetaAnalyses extension for Scoping Reviews (PRISMA-ScR) Checklist and the Joanna Briggs
Institute’s (JBI) guidance for conducting systemic scoping reviews (Peters et al., 2015; Tricco et
al., 2018). The review includes different sections based on the PRISMA-ScR checklist; more
information on the PRISMA-ScR sections can be found elsewhere (Tricco et al., 2018). In
addition, this scoping review has been registered in the Open Science Framework (OSF).
The inclusion criteria for the selection studies are: 1) studies published in English, 2)
human subjects research, 3) original studies using adult population (18 and older), and 4) studies
published from 2016 to 2021. The articles that were not original research (including review
articles), those that did not answer at minimum one of the research questions, abstracts, pending
publication articles, alongside articles with full text not publicly available, and duplicate articles
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found on the selected databases, were removed. The search strategy consisted of using the MeSH
(Medical Subject Headings) terms in three databases, PubMed, Web of Science, and PsycInfo,
and the search terms included transition of care, care transition, continuity of patient care,
hospital discharge, transition care clinic and post-discharge clinic using the Boolean operators
OR and AND as shown in Table 2.1. The search terms and the operators were used, and the
search was conducted under the guidance of a librarian who is the Assistant Director of Medical
Library, at East Tennessee State University (ETSU) Quillen College of Medicine. The last search
was done in January 2022 and the studies selection process was completed in April 2022.
All the selected references were uploaded to Mendeley, a reference management
software, for screening and organizing the studies. The studies were selected by title, abstract,
and full text. After the primary reviewer evaluated the full versions of the selected studies, the
studies were sent to a Professor in the Department of Health Services Management and Policy at
ETSU for further evaluation and screening. After discussing with him and reaching consensus on
the studies to include, data extraction was done to obtain the characteristics of the studies.
Further, data charting was done on a document with the studies’ titles, journals, year of
publication, type of study, TCC care team, factors related to the patients, strategies to execute
TCC, TCC components, outcomes focused on, results, organizational setting, and country. The
PRISMA flowchart as shown below was used to report the study selection process.

Table 2.1.
Database Search using Boolean Operators
Database

Strategy
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Limiters

PubMed

(((((transition of care) OR (care transition))
OR (continuity of patient care)) AND

English, human, 19+
Published from 2016-2021

(hospital discharge)) AND (transition care
clinic)) OR (post-discharge clinic)

Web of science

(((((transition of care) OR (care transition))

2016-2021

OR (continuity of patient care)) AND

English

(hospital discharge)) AND (transition care
clinic)) OR (post-discharge clinic)

PsycInfo

(((((transition of care) OR (care transition))
OR (continuity of patient care)) AND

2016-2021
Human, English, 18+

(hospital discharge)) AND (transition care
clinic)) OR (post-discharge clinic)

Results
Study Characteristics: A total of 1772 studies were identified through database searches, which
included 1452 studies from PubMed, 286 from Web of Science, and 21 from PsycINFO. As
shown in the study selection process Figure 2.1., a total of 18 studies remained in the final
sample for deeper review. All the included studies were conducted in the United States (n=18).
Majority of the studies (n=7) were published in 2021 and the studies’ methodologies varied with
the highest number of them being retrospective cohorts (n=7). Confidence can be placed in the
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results of the papers as all of them were published in peer-reviewed journals in the United States.
More information on study characteristics can be found in Table 2.2.
Figure 2.1.
Flowchart of the Study Selection Process Adapted from the Preferred Reporting Items for
Systematic Review and Metanalysis: The PRISMA Statement (Moher et al., 2009)

TCC Team and Patients: The TCC care teams involved in the studies ranged from
multidisciplinary team with a general internist, internal medicine resident, third year medical
student, clinical pharmacist, pharmacy resident, pharmacy student, registered nurse, social
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worker, and home health representative (Nall et al., 2020); or being a pharmacist-led (Hale et al.,
2017; Layman et al., 2020; Nathans et al., 2020; A. Smith et al., 2021); or a hospitalist-led clinic
(Baldino et al., 2021). Similarly, some factors related to patients, as stated in the studies, were
high risk for rehospitalizations (Blum et al., 2020; Griffin et al., 2021; Layman et al., 2020) and
presence of certain medical conditions such as heart failure, stroke, or substance use (Blum et al.,
2020; Hale et al., 2017; Janson et al., 2021; Liss et al., 2019; Milfred-Laforest et al., 2017;
Rotenstein et al., 2021; A. Smith et al., 2021). Further, some studies included participants with
social needs such as lack of insurance or access to food or housing (Elliott et al., 2016;
Rotenstein et al., 2021; Sewell et al., 2021) or those who expressed that they were unwilling or
unable to return to their usual source of care or their usual source would not be sufficient to
manage their needs (Liss et al., 2019).

Table 2.2.
Distribution of Studies According to Country, Journal, Year of Publication and Type of Study
Characteristics

Frequency (n*)

Country
United States

18

Journal
Journal of General Internal Medicine

2

American Journal of Medicine

2

Journal of Stroke and Cerebrovascular Diseases

1

Progress in Cardiovascular Diseases

1

Journal of the National Medical Association

1
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American Journal of Health-System Pharmacy

1

American Journal of Managed Care

1

Journal of Hospital Medicine

1

Journal of Interprofessional Care

1

Annals of Internal Medicine

1

Journal of Substance Abuse Treatment

1

Annals of Pharmacotherapy

1

Professional Case Management

1

Journal of American Pharmacists Association

1

American Journal of Emergency Medicine

1

Journal of Evaluation in Clinical Practice

1

Year of publication
2016

1

2017

2

2018

3

2019

1

2020

4

2021

7

Type of study
Retrospective cohort

6

Quasi-experimental

4

Cross-sectional study

2

Prospective cohort

2
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Decision analytic microsimulation model

1

Randomized comparative effectiveness trial

1

Pilot Retrospective analysis

1

Randomized clinical trial

1

n*=number of studies

Transition Care Clinic Strategies and Their Components: Several strategies were identified and
implemented to recruit patients and execute TCCs. A TCC established among a mixed urban and
rural veteran population offered both in-person and virtual follow-up to veterans after discharge
(Griffin et al., 2021). The virtual follow-ups were conducted using a patient’s home-technology,
and in case a patient did not have suitable technological capabilities (e.g., no internet or no
computer), the practice provided the patient a tablet device with cellular internet capability for
temporary use. Further, another clinic that operated as a discharge clinic affiliated with threehospital health system, involved inpatient case manager and/or hospitalist who were responsible
for providing a pre-discharge thorough overview of the clinic to both the patients and their
families (Baldwin et al., 2018). Patients were told that the clinic appointment would be for one to
two hours, and they were given a discharge clinic brochure that included the appointment date
and time, a detailed map with directions to the clinic, contact information and the clinic’s
services. Similarly, a study involving a pharmacist-led TCC that was focused on uninsured
patients, also included pre-discharge communication to patients regarding their follow-up visits
(Sewell et al., 2021). In this study, enrolled patients, at the end of their initial visit, received a
$10 gift card to aid with transportation costs, while the patients who further participated through
to the 90-day follow-up phone calls were provided with an additional $25 gift card for their time.
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Majority of the TCCs focused on medication management such as medication
reconciliation and/or medication education to patients (Baldino et al., 2021; Baldwin et al., 2018;
Griffin et al., 2021; Hale et al., 2017; Layman et al., 2020; Liss et al., 2019; Milfred-Laforest et
al., 2017; Nall et al., 2020; Nathans et al., 2020; Otsuka et al., 2018; Rotenstein et al., 2021;
Sewell et al., 2021; A. Smith et al., 2021; J. N. Smith et al., 2021). In some cases, post-discharge
TCC visits were discussed and scheduled prior to patients’ discharge (Baldino et al., 2021;
Baldwin et al., 2018; Elliott et al., 2016; Griffin et al., 2021; Nathans et al., 2020); while team
members from some practices called patients after discharge to determine how they were doing,
assess their needs and schedule their follow-up appointments (Chakravarthy et al., 2018; Layman
et al., 2020; Nall et al., 2020; Otsuka et al., 2018; Rotenstein et al., 2021; Sewell et al., 2021; A.
Smith et al., 2021). The TCCs also served as a link to and coordinated patients’ contacts with
primary care providers (PCPs) and/or specialist as needed (Baldwin et al., 2018; Elliott et al.,
2016; Griffin et al., 2021; Hale et al., 2017; Janson et al., 2021; Layman et al., 2020; Liss et al.,
2019; Milfred-Laforest et al., 2017; Nall et al., 2020; Nathans et al., 2020; Rotenstein et al.,
2021; A. Smith et al., 2021).
Further, an outpatient critical care transitions program clinic, also known as the healthy
transitions clinic (HTC), was intended to bring down unplanned readmissions among referred
medically complex patients following hospital discharge (Janson et al., 2021). The HTC
combined the chronic care model (CCM) and the transitional care model (TCM) and created a
unique and specialized approach to lower hospital readmissions. It included all the six
components of the CCM, namely, a health system or a health organization; clinical information
systems, decision support delivery system design; self-management support; and community,
including organizations and resources for patients. Further, following the elements of the TCM,
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patients were assessed for interplays among social determinants of health, disease severity, and
medical care needs.
Study Outcomes: The outcomes and events analyzed mostly focused on readmissions (Baldino et
al., 2021; Baldwin et al., 2018; Chakravarthy et al., 2018; Griffin et al., 2021; Hale et al., 2017;
Layman et al., 2020; Liss et al., 2019; Milfred-Laforest et al., 2017; Nall et al., 2020; Nathans et
al., 2020; Otsuka et al., 2018; Rotenstein et al., 2021; Sewell et al., 2021; A. Smith et al., 2021; J.
N. Smith et al., 2021) and on ED visits (Elliott et al., 2016; Griffin et al., 2021; Hale et al., 2017;
Nathans et al., 2020; Otsuka et al., 2018; Rotenstein et al., 2021; Sewell et al., 2021; A. Smith et
al., 2021) following discharge. Other outcomes assessed were cost (Baldwin et al., 2018; Blum et
al., 2020; Janson et al., 2021), medication discrepancies (Layman et al., 2020; Milfred-Laforest
et al., 2017), future length of hospital stay (Janson et al., 2021), probability of death (Liss et al.,
2019), and time to death (Hale et al., 2017). Further, patients reported outcomes (Liss et al.,
2019), recurrent events in a poststroke population (Nathans et al., 2020), medication treatment
for opioid use disorder/ medication treatment for alcohol use disorder retention in patients with
opioid use disorder (OUD) and/or alcohol use disorder (AUD) (A. Smith et al., 2021), and the
feasibility of implementation of transition program in a rural clinic with limited resources
(Sewell et al., 2021) were also assessed.
Study Findings: Mostly, TCCs resulted in lower hospital readmissions, be it within 30-, 90- or
180- days following discharge (Baldino et al., 2021; Baldwin et al., 2018; Chakravarthy et al.,
2018; Griffin et al., 2021; Janson et al., 2021; Layman et al., 2020; Milfred-Laforest et al., 2017;
Nall et al., 2020; Otsuka et al., 2018; Rotenstein et al., 2021). Lower ED visits, among the
intervention groups, were also seen as a result of TCCs in some studies (Elliott et al., 2016;
Griffin et al., 2021; Rotenstein et al., 2021).
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Additionally, TCCs were found to be cost-effective (Baldwin et al., 2018; Blum et al.,
2020). However, a study to assess the cost-effectiveness of three types of post-discharge heart
failure care transition services and standard care found that nurse home visits were the most costeffective and less costly than post discharge disease management clinics (a team-based,
multidisciplinary heart failure management approach) or nurse case management (multifaceted
disease management program involving structured telephone support and self-care education
following discharge) (Blum et al., 2020). In addition, because of TCC services, medication
discrepancies and medication-related problems were identified, and medications optimized
among certain patient populations (Layman et al., 2020; Milfred-Laforest et al., 2017). Further,
the study involving a pharmacist-led substance use TCC on post-discharge medication treatment
retention resulted in significant improvements in retention rates (A. Smith et al., 2021).
Additionally, one of the studies also concluded that pharmacist-led transitions of care programs
can be successfully implemented in clinics with limited resources that serve uninsured
populations (Sewell et al., 2021).
Varied results were observed by some studies. A randomized comparative effectiveness
trial examining the effects of transitional care practice for a vulnerable population showed no
significant reduction in 90-day probability of death or additional hospital encounters but lower
inpatient admissions over 180 days were observed (Liss et al., 2019). Likewise, a pharmacy-led
poststroke TCC successfully reduced 90-day readmissions, but no significant differences were
observed in 30-day readmissions, ED visits, or stroke recurrence rates (Nathans et al., 2020).
Also, a pharmacist-managed post-discharge bridge clinic for veterans with heart failure did not
have lower readmissions at 90 days, lower ED visits or lower rate of death but showed improved
30-days outcomes and a shorter time to first follow-up following discharge among the
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intervention group (Hale et al., 2017). Moreover, a retrospective cohort study investigating
hospital utilizations (readmissions or ED visits within 30 days after index hospital discharge)
among heart failure patients, following post-discharge interprofessional ToC service, found
favorable results among the intervention group for hospital readmissions but no difference was
observed between the intervention and the comparison group for ED visits (Otsuka et al., 2018).
Another retrospective study aiming to compare hospital readmissions between a noninterprofessional hospital discharge visit (without pharmacist involvement) to an
interprofessional hospital discharge visit (with physician and pharmacist involvement) did not
find any significant differences for 30-day hospital readmissions among patients who visited the
two types of outpatient clinics (J. N. Smith et al., 2021). No significant differences in future
length of hospital stay or probability of death were seen after TCC interventions in one study
(Janson et al., 2021).
Discussion
Effectively implemented TCC serve as an important means to ensure smooth care
continuum for patients during their transitions from hospital to home. This scoping review made
it possible to map different TCC components implemented through TCCs following discharge of
adult patients from the hospital. The majority of the 18 studies were published in 2021 (n=7) and
in 2020 (n=4), which probably suggests that this is a comparatively recent topic in the literature
showing a demand for more knowledge and information on TCCs and their effectiveness in the
coming years. All the studies were conducted in the United States, which indicates that the
knowledge is concentrated in this part of the world. This could be because US healthcare system
is pushed to identify efficiencies and meet certain quality outcomes that affect overall provider
reimbursement as compared to healthcare models in other countries. This situation, however,
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could also be because TCC/ToC is a recent topic, and thus highlights the need for expansion of
TCCs to other countries that may present a different perspective of TCC practices. Some other
scoping reviews have also showed a concentration of ToC studies in the United States; however,
these were not TCC specific studies (Fakha et al., 2021; Hervé et al., 2020).
This scoping review indicates that multidisciplinary-team approaches were utilized by most
of the practices. Multidisciplinary care has proven to be vital in optimizing patient outcomes
while improving quality of care, decreasing medication related errors, and enhancing patientcentered care through shared decision making (Hurlock-Chorostecki et al., 2014; Ritchie et al.,
2016). Further, decreased healthcare utilizations, and better self-rated health over time have been
observed in patients with complex healthcare needs, who received multidisciplinary team-based
care (Ritchie et al., 2016).
On the other hand, some TCCs were led by a team member from a particular discipline.
Seven of the TCC discussed in the included studies were led by pharmacists with or without the
involvement of other disciplines (Hale et al., 2017; Layman et al., 2020; Milfred-Laforest et al.,
2017; Nathans et al., 2020; Sewell et al., 2021; A. Smith et al., 2021; J. N. Smith et al., 2021).
Mixed results were observed in these studies with some showing overall positive effect on
lowering medication related problems and readmissions (Baldino et al., 2021; Baldwin et al.,
2018; Chakravarthy et al., 2018; Griffin et al., 2021; Janson et al., 2021; Layman et al., 2020;
Milfred-Laforest et al., 2017; Nall et al., 2020; Otsuka et al., 2018; Rotenstein et al., 2021), while
some TCC run by pharmacists showed lower 90-day readmissions but there were no significant
differences in the 30-day readmission, or ED visits following discharge (Hale et al., 2017; Liss et
al., 2019; Nathans et al., 2020). However, it is evident from the literature that pharmacist
involvement in care transition practices can reduce healthcare utilization following discharge due
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to the focus on medication reconciliation and patient education (Anderson et al., 2013; Ni et al.,
2017; Slazak et al., 2020). In fact, a patient safety innovation study by McGaw et al. (2007)
found that patients who were transitioned by clinical pharmacists, following discharge, were
29% less likely to need an ED visit, 78% less likely to die, and 17% more likely to attend their
follow-up appointments compared to patients who did not receive these interventions.
Nevertheless, higher quality research is needed to clarify the discrepancies in outcomes seen on
pharmacist led TCCs.
Regarding factors related to patients, predisposing conditions that could worsen patients’
outcomes following discharge were identified in the studies. Mostly, conditions focused on were
those that existed prior to patients’ discharge such as presence of certain illnesses or patients who
were assessed to be at higher risk of rehospitalization or ED visit following discharge (Blum et
al., 2020; Griffin et al., 2021; Hale et al., 2017; Janson et al., 2021; Layman et al., 2020; MilfredLaforest et al., 2017; A. Smith et al., 2021), veterans (Griffin et al., 2021; Hale et al., 2017), and
vulnerable patients or those without insurance, no usual source of care, and other social needs
(Elliott et al., 2016; Liss et al., 2019; Nathans et al., 2020; Rotenstein et al., 2021; Sewell et al.,
2021). Prior studies have identified that individuals with some of these conditions (e.g., heart
failure, substance use disorder) have poor long-term prognosis and higher rehospitalization rates
(Nordeck et al., 2018; Tuppin et al., 2014). Thus, focusing on these subpopulations and
providing transitional care services through TCCs is a good strategy to assess their conditions
following discharge and provide them with the needed care and support. However, it is crucial to
ensure that transitional care services are patient-specific, rendering the demand of a patient’s
situations, by ensuring appropriate evaluation of the patient’s conditions during and after
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discharge and making sure that these services align with the patient’s preferences and values, for
optimal healthcare outcomes (Hervé et al., 2020).
Transition Care Clinic Strategies and Their Components: Post-discharge communication and
contacts with patients have proven to be associated with lower likelihood of readmissions, ED
visits, and other adverse events (Burke et al., n.d.; Jackson et al., 2015; Lee et al., 2016). Team
members from some clinics called patients within 48 hours of discharge by phone to determine
patients’ clinical situation, perform medication reconciliation, assess their needs, and remind
them of their follow-up appointments. Early post-discharge call-back programs have resulted in
patients’ compliance with follow-up visits while significantly reducing the rate of unwanted
healthcare utilizations (Luciani-McGillivray et al., 2020). Moreover, existing literature highlights
the importance of early follow-up after discharge preferably within seven to fourteen days
following discharge from inpatient admissions (Jackson et al., 2015). Likewise, it is important to
note that virtual or telephonic follow-ups have been proven to be effective; with one study
concluding that patients who received discharge phone calls within 14 days of discharge, to
ensure patients’ understanding of and compliance to discharge orders, were 23.1% less likely to
be readmitted within 30 days of hospital discharge compared to the group who did not receive
discharge calls or received the calls after 14 days of initial hospital discharge (Harrison et al.,
2011). In addition, for some disadvantaged populations or for patients with transportation and/or
mobility issues, telemedicine allows them to consult their healthcare providers and receive care
without having to leave their homes, while also allowing providers to utilize available healthcare
resources, provide patients with the available care and expand the scope of their practices (Jetty
et al., 2018). Care-team members from the included studies also focused on post-discharge
follow-ups with majority of the clinics contacting patients via telephone and/or scheduling a
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follow-up appointment within 14 days post-discharge (Baldwin et al., 2018; Chakravarthy et al.,
2018; Elliott et al., 2016; Griffin et al., 2021; Hale et al., 2017; Layman et al., 2020; Liss et al.,
2019; Milfred-Laforest et al., 2017; Nall et al., 2020; Nathans et al., 2020; Otsuka et al., 2018;
Sewell et al., 2021; A. Smith et al., 2021; J. N. Smith et al., 2021).
One of the practices discussed in the included studies offered patients and their caregivers
with pre-discharge communication about the post-discharge follow-up clinic and provided the
patients with a brochure that contained the clinic’s information such as the patient’s appointment
date and time (Baldwin et al., 2018). Positive outcomes were seen as the practice was successful
in reducing 30-day unplanned admissions and cost savings because of prevented readmissions. It
is important to note that appropriate predischarge communication with patients and caregivers
with clear post-discharge instructions provides patients timely information about their follow-up
care and treatments, which further helps to prevent higher rates of hospital readmissions, ED
visits, and medication errors (Bajorek & McElroy, 2020; Newnham et al., 2017). Lack of followup appointment coordination and communication prior to discharge generally results in patients
not knowing who, when, and where to follow-up with. As such, to improve discharge processes
and ensure effective care transitions, it is recommended that discharge education and clear postdischarge instructions be provided to both patients and their caregivers and then the
understanding be confirmed on the day of discharge (Bajorek & McElroy, 2020).
As stated previously, the majority of clinics focused on medication reconciliation and/or
medication education to patients as a care transition component. Doing so has major implications
as medication errors are one of the most common errors seen following hospital discharge and
significantly contribute to adverse drug events (ADEs) (Alqenae et al., 2020; Mixon et al., 2014;
Pronovost et al., 2003; Weir et al., 2019). In fact, the systematic review by Alquenae et al. stated
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that nearly 50% of adults and elderly patients reported medication errors or unintentional
medication discrepancy after hospital discharge and 20% of the patients reported to be affected
by ADEs post-discharge (2020). Additionally, ADEs result in a cost of over $871 million to $1.8
billion in the United States annually (Slight et al., 2018; Weir et al., 2019). The study by Weir et
al. examining medication related challenges at care transitions concluded that 24% of
medications changes made at hospital discharge were not followed in the 30 days following
discharge, 27% of new medications were not filled, 30% of dose medications were filled
incorrectly, and 12% of the medications filled were the ones that were already discontinued
(2019). These errors could occur as result of inadequate or poor communication of patients with
their providers during discharge, some patient related factors such as health literacy, or could
occur because of differences in prescription medicines and patients’ belief of what they think
they should be taking (Mixon et al., 2014). In that regard, it is crucial to educate patients about
their medications and perform medication reconciliation, which is the process of comparing a
patient’s medication orders to all the medications that a patient has been taking and is done to
avoid errors such as duplications, dosing errors, omissions, drug interactions, as well as to
observe patients’ compliance and adherence patterns (Barnsteiner, 2008; Burns et al., 2012).
Overall, performing medication reconciliation has been successful in reducing medication errors
and ensuring safe medication use by patients (Barnsteiner, 2008; Burns et al., 2012; Duguid,
2012; Makiani et al., 2017; Mueller et al., 2012; Pronovost et al., 2003; Weir et al., 2019).
Additionally, similar to one of the studies that found significant improvements in medication
retention rates for patients enrolled in a TCC, previous findings also provide evidence that
transitional care services aid in better medication retention and compliance (Barnason et al., n.d.;
Burns et al., 2012; Weir et al., 2019).
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A few of the TCCs focused on addressing patients’ social needs. It is known that social
determinants of health (SDOH) have lasting impact on individuals’ health and that addressing
these unmet social needs has strong benefits in their overall health (Artiga & Hinton, n.d.;
Mccarthy & Tabbush, n.d.). Collecting information about patients’ social needs and helping them
address those needs help providers to develop individualized treatment plans that are better
tailored towards a patient’s unique needs (Identifying and Addressing Social Needs in Primary
Care Settings, n.d.). Patients are more likely to follow such treatment plans and doing so has
been found to increase satisfaction among both patients and providers (Pantell et al., 2019).
Further, previous findings suggest that the return on investment (ROI) of activities related to
identifying and addressing patients’ social needs extends beyond patients’ health and reduces
health disparities that are often rooted in populations with unfavorable social and economic
environments (Artiga & Hinton, n.d.; Pantell et al., 2019).
Another key component implemented by some TCCs was coordinating patients’ contacts
with their PCPs or specialists as needed or assigning providers to patients who did not have an
established PCP. This ensures that patients receive the care that is right for them. Further, it is
known that engaging with PCPs enables tailored healthcare and helps patients manage their dayto-day health needs effectively and efficiently, while lowering medical costs in the long-term
(The Importance of a Primary Care Provider - Mayo Clinic Health System, n.d.; The Importance
of Having a Primary Care Provider: Finding a PCP, Health Checkups, n.d.). Use of care models
such as the TCM and the CCM was noted in one clinic that focused on assessing and comparing
healthcare utilization rates and cost of encounters between patients who received care transitions
interventions following the models and those who did not. The study focused on patients with
complex chronic conditions and found that these models appear to reduce both encounter costs
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and readmission among patients. Previous studies have also highlighted the positive impact of
these models on reducing readmissions among patients with chronic conditions (Bindman &
Cox, 2018; Morkisch et al., 2020; Robusto et al., 2018)
Patients’ Outcomes as a Result of Transition Care Clinics: Rehospitalizations following
discharge was an outcome assessed in most of the studies. TCCs successfully resulted in lower
hospital readmissions following discharge from the hospital. One of the included studies
concluded that patients who did not complete TCC appointments had approximately three times
higher odds of readmissions compared to those who completed their appointments (Chakravarthy
et al., 2018). Several previous studies focusing on ToC provided by different disciplines have
also established lower readmissions as a result of ToC interventions (Finlayson et al., 2018;
Fønss Rasmussen et al., 2021; Kripalani et al., 2019; O’Reilly et al., 2020; Polinski et al., 2016;
Xie et al., 2018). Similarly, another significant finding was the reduction in post-discharge ED
visits. Previous findings in the literature also support that care transition interventions reduce ED
visits (Hewner et al., 2018; Li et al., 2014; O’Reilly et al., 2020b)
Transitional care services provided through TCCs were also found to be cost-effective.
Previous studies have found the economic benefits of transitional care services (Coleman et al.,
2006; Hewner et al., 2018; Liu et al., 2019; Ni et al., 2018). A cost-benefit analysis of
transitional care by Liu et al. (2019) recognized that investment cost for a transition care program
was within a reasonable cost window and resulted in significant financial benefits for the
associated health system. The study further added that compared to patients who did not receive
transitional services, patients who received those services but were readmitted even had lower
costs associated with readmission. In fact, the average cost of readmission, in this group,
decreased by 71.3% and the top ten most expensive readmissions occurred among those who did
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not receive the services. Another study by Ni et al. concluded that patients who received care
transition services had an average of $2,136 lower costs at 180 days after discharge, providing
nearly $1.8 million in cumulative cost savings in the group of 830 patients who received those
services (2018).
As stated earlier, some interventions implemented by the studies’ TCCs did not result in
reduced probability of death, lower ED visits, or lower rehospitalizations. While some resulted in
lower healthcare utilizations following hospital discharge only at a certain time (e.g., either at
30-day or 90 day or 180- day following discharge) but not throughout the intervention period.
Reasons behind these discrepancies are unclear and thus, future high-intensity research focusing
on TCC implementations is required. Further, care transition interventions provided by TCCs
need to be patient-centered so that each patient’s healthcare and other needs are addressed, and
no disparity exists. Also, focusing on predefined criteria or an already proven model (e.g., use of
TCM) to guide TCC practices could also be helpful in addressing these discrepancies and yield
optimal patient outcomes. Further, it is important to conduct regular process evaluations during
TCC implementations to identify any gaps in the process and address those in a timely manner.
One of the included studies, by Sewell et al. (2021) concluded that TCCs can be
implemented in a setting with limited resources. It is important that further research be carried
out to examine the feasibility of TCC, including other transitional care management programs in
low-resource or underserved areas as it is known that these areas face higher inequities and
disparities because of economic, social, geographic, health system and other factors (Richman et
al., 2019; Warshaw, 2017). Also, residents of rural or low-resource settings face higher burden of
poor health outcomes, higher mortality rates and have not experienced the same health
improvements as their urban counterparts (Richman et al., 2019). In that regard, TCCs could be
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an excellent strategy to address the needs of these patients, provide them with the needed care
opportunities and, eventually, help achieve the triple aim of healthcare: improving the patient
experience of care, improving the health of populations, and reducing the per capita cost of
health care (The IHI Triple Aim | IHI - Institute for Healthcare Improvement, n.d.).
A limitation of this scoping review is that only original research were included; therefore,
gray literature and review studies were not included. Further, owing to the heterogeneity of the
methodologies, team members, outcomes, organizational settings, comparison of data and
information among the studies was limited. The plurality of different ToC components, TCC
interventions and patients’ outcomes could also have led to a possibility that a detailed and
complete data extraction was not achieved. However, screening and data extraction was
performed first by the primary reviewer, using a tool to methodically conduct screening and
analysis, and sent to another for further evaluation and screening.
Conclusion
Eighteen peer-review articles were examined and the associated TCC components and
patients’ outcomes assessed. Some of the TCC components that stand out and appear crucial for
better patients’ outcomes are adequate predischarge communication with patients and caregivers,
early post-discharge contact with patients, TCC appointment reminders, medication
reconciliation, and assessing and addressing patients’ social needs. Overall, lower hospital
readmissions, lower ED visits, cost-effectiveness as a result of appropriate healthcare utilizations
were observed. However, some clinics and ToC interventions were not successful in achieving
significant positive outcomes. This calls for opportunities and the need to evaluate such
practices, their ToC strategies and tools. As the differences in these findings also tell us that
relationship between TCC interventions and positive patients’ outcomes is inconclusive, further
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research is needed to understand the implementations and outcomes of such practices in different
clinical scenarios.
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Abstract
Objective
To identify factors associated with no-shows to scheduled transition care clinic (TCC)
appointments in adult Appalachian population.
Data Sources and Study setting
Primary data collection was done at the East Tennessee State University-Family Medicine
(ETSU-FM) clinic in Johnson City, Tennessee. Patient-level records from July 2019 to June
2021 were analyzed, and provider interviews were conducted between January 2022 and May
2022.
Study Design
This is a mixed-methods study involving patient-level records and provider interviews from the
ETSU-FM. The outcome of interest was patients’ shows to TCC appointments. Differences were
assessed using chi-square tests. Multivariable logistic regression was also performed. Ten
providers were interviewed, and transcripts were analyzed. Anderson’s Behavioral Model of
Health Services Use was utilized to categorize factors that could influence patients’ TCC show
rates.
Data Collection/Extraction Methods
Patients’ information from the clinic’s electronic health records were collected and providers
were interviewed. Adult patients (>18 years), scheduled for outpatient TCC at the FM clinic
from July 1, 2019, to June 30, 2021, and those without primary diagnosis of pregnancy/prenatal
care were included. Providers responsible for referring, scheduling, and treating patients during
TCCs were interviewed.
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Principal Findings
Younger patients [95% confidence interval (CI)=1.141-5.902; p<0.039] and those who used
illicit substances (95% CI=1.720-17.396; p<0.040) had higher likelihood of TCC no-shows.
Lack of patients’ buy-in and understanding of TCC were identified in the qualitative analysis as
factors associated with no-shows. Having no insurance (95% CI= 0.046-0.675; p<0.0083) and
issues with the components of access to care were also linked to no-shows. Inadequate
communication with patients, and inaccuracy of patients’ contact information also result in
higher no-show rates.
Conclusions
Several predisposing, enabling and system-level factors are associated with TCC no-shows.
Further studies including patient interviews will be crucial to gain an in-depth understanding of
TCC no-shows and implement intervention strategies.

Keywords
Transition Care Clinic, Transition of Care, Care Transitions, No-Show, Anderson’s Behavioral
Model of Health Service Use, Mixed-Methods, Family Medicine
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Callout Box
What is known on this topic?
 Post-discharge period is associated with multiple adverse events.
 Transition Care Clinics have proven to ensure smooth care transitions of
patients from hospital to home and result in fewer adverse events in the postdischarge period.
What this study adds?
 Examines no-shows to transition care clinic among socioeconomically
disadvantaged patients in an underserved region.
 Utilizes the Anderson’s Behavioral Model of Health Services Use to identify
factors associated with patient no-shows in a transition care clinic.
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Introduction
Post-discharge transitions from hospital to home is a time of significant adverse events,
and, if not handled properly, may lead to unwanted rehospitalizations and emergency department
(ED) visits, eventually leading to higher healthcare costs.1–4 These events may occur as a result
of errors in provider communications during discharge, lack of appropriate referral guidelines,
insufficient conversations with patients, post-discharge medication-related issues, patients’ poor
adherence to suggested therapies, social determinants of health, etc.2,5–7 Thus, to help prevent
these events and ensure smooth care transitions, some health systems have introduced transition
care clinics (TCCs).1–3,8,9
TCCs have successfully yielded safe and effective transitions of patients following
discharge and have resulted in lower readmissions, ED visits, cost savings, and improved
quality-adjusted life years. 1,3,7,10–12 These clinics have also addressed patients’ social needs,
ensured patients’ compliance to recommended treatments, and coordinated patients’ follow-up
with their primary care providers (PCPs), as needed.3,9–11,13–15 Thus, effectiveness of TCCs is
apparent in playing a vital role in preventing adverse events following hospital discharge.
However, a major barrier in TCC has been identified as patient no-shows to their scheduled
appointments.2,7 A study by Shah et al. revealed that less than half of patients referred to a
medical center’s TCC showed up to their appointments.2 Patient no-shows to TCCs pose a threat
to effective transitions and are associated with adverse events and economic burden in the postdischarge period. In fact, a 2018 study concluded that patients who did not show up to their
scheduled TCC appointments had three times higher odds of readmission compared to patients
who completed their appointments.8
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East Tennessee State University Family Medicine: The East Tennessee State University Family Medicine (ETSU-FM) clinic in Johnson City, Tennessee is a Patient-Centered Medical
Home (PCMH) and serves a disproportionate share of indigent patients in South-Central
Appalachia. The clinic conducts a TCC every Tuesday with a multidisciplinary team including
FM residents, pharmacists, social worker/care manager, a nurse practitioner, and behavioral
health providers. Started in 2015, the TCC aims to prevent readmissions among patients
following discharge from the associated hospitals and other inpatient facilities across the region.
During discharge from these facilities, patients are scheduled for TCC follow-up within 14 days
post-discharge.
Although the aim of the ETSU-FM TCC is to ensure that patients receive appropriate
post-discharge care, utilize available healthcare resources, and have event-free transitions, the
clinic struggles to reach a proportion of its patients after discharge and has been facing high rates
of patients’ not presenting to their scheduled appointments. Thus, this study was undertaken to
understand the different factors that could affect patients’ show to TCC.
Previous studies have discussed factors associated with patient no-shows to their
appointments;16–18 but there is scarcity of information in the literature on why patients don’t
show up to their TCC appointments. Moreover, to the best of our knowledge, this is the first
study involving adults from South-Central Appalachia with an aim to understand different
factors associated with patient no-shows to their scheduled post-discharge TCC appointments.
The goal of the study is to identify factors associated with TCC no-shows. Our findings can be
used to understand and address the different reasons that influence patient no-shows to their
scheduled TCC appointments, improve the quality-of-care delivery by the clinic and ensure
appropriate utilization of available healthcare services.
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Methods
Design: This is a sequential mixed-methods study involving patients and providers from the
ETSU-FM clinic. Patients’ characteristics using the clinic’s electronic health records (EHR) were
analyzed for the quantitative portion of the study; following that, provider interviews were
conducted for the qualitative portion. Two different ETSU Institutional Review Board (IRB)
approvals were obtained, one for each section of the study. The principal researcher (MA) is a
final year Doctor of Public Health student at ETSU College of Public Health. The researcher’s
interest in practice-based research led to this mixed-methods study; and the researcher was
primarily involved in analyzing quantitative and qualitative data, conducting interviews, and
writing the manuscript.
Electronic Health Record Analysis: Adult patients over the age of 18 who were discharged
following inpatient admission and scheduled for outpatient TCC at the FM clinic from July 1,
2019, to June 30, 2021 were included. Patients who were minors (<18) or whose primary
diagnosis was pregnancy/prenatal care were excluded. The clinic’s EHR query was used to
identify patients who were scheduled for TCC visits from July 2019 to June 2021 following
discharge. Patients were then categorized into two groups: those who “arrived” for their TCC
appointments and those with “no-show”.
Anderson’s Behavioral Model of Health Services Use: Patients’ characteristics were compared
between “arrived” and “no-show” groups. Anderson’s Behavioral Model of Health Services Use
was applied to define variables of interest that could possibly influence patients’ TCC show rates.
As shown in Figure 3.1., this multilevel model portrays the influence of individual and contextual
determinants on health services use including the external environment and population
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characteristics, and includes feedback loops to acknowledge the interplay of different factors,
health behaviors and outcomes.19
Analysis of Patients’ Sociodemographic and Clinical Characteristics: Predisposing factors
contained in the quantitative analysis were age, sex, race, and substance use. Age was
categorized as less than 65 years, 65 to 75, and more than or equal to 75. For race, because of our
small sample size, we categorized participants into Whites and other races which included Black
or African Americans, American Indians or Alaska Natives, Asians and Native Hawaiians or
other Pacific Islanders. For substance use, patients were grouped under “Yes” or “No”. Enabling
resource included was insurance. We used three insurance categories: public, private, and no
insurance. The need factors: chronic conditions, comorbidity, and depression were selected based
on prior research that identified these as common occurrences among TCC patients.2,20 Further,
one year hospital admissions and one year ED visits were also included under needs. External
environment included the meteorological seasons patients were scheduled for TCC visits.
Patients scheduled from March 1 to May 31 were grouped under “Spring”, those scheduled from
June 1 to August 31 under “Summer”, from September 1 to November 31 under “Fall” and those
with schedules from December 1 to February 28/29 were grouped under “Winter” season.23
Statistical Analysis: The dependent variable of interest was patients’ shows to their scheduled
TCC appointment. Differences in outcomes among the independent categorical variables for
patients who arrived and for those who did not show up were assessed using chi-square tests.
Multivariable logistic regression was performed with each variable of interest. In addition,
adjusted odds ratios (aOR) were obtained, modeled by TCC no-show, to determine the
associations between no-show and patient characteristics. All the analyses were performed using
SAS 9.4.
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Provider Interviews: A total of ten providers including three attending physicians, five resident
physicians, one nurse practitioner and one patient care manager were interviewed. The sample was
chosen, based on their roles in referring, scheduling, and treating patients during TCCs, to obtain
diverse perspectives on the transition of care (ToC) process and TCC at the ETSU-FM. For
example, the residents are involved in patient discharge, notifying the front-desk of patients’ TCC
appointments, and in the care of patients. The nurse practitioner is responsible for making the calls
within 48 business hours post-discharge.
A semi-structured interview guide was constructed to explore providers’ understanding of
ToC and TCCs (e.g. “How do you think a TCC visit is different from a regular clinic visit?”),
TCC scheduling process (e.g. “Can you tell me about the discharge process for patients who are
scheduled for TCC visits?”, “Let’s talk about how you communicate with patients about
TCC?”), and different challenges and opportunities for ETSU-FM TCC (e.g. “Our records show
us that many patients do not show-up for their scheduled TCC visits. Why do you think that is
happening?”, “How do you think we can improve this current situation and increase the number
of patients who show up for their TCC visits?”) to improve patients’ show rates and TCC
implementation. Further, based on our quantitative finding, we asked some providers if they
were aware that patients without insurance and those with substance use are more likely to miss
their appointments, and if they had any suggestions to improve show rate among these
populations. Additional questions were asked to some interviewees, responsible for making
phone calls, to gain a better understanding of the post-discharge calls made to patients (e.g.,
“Can you please tell me what you tell patients when you make the calls?"). Details on interview
script for providers can be found in APPENDICES as Appendix A.
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Interviews were face to face and lasted between 15-30 minutes; all the interviews were
conducted in the FM clinic. Written informed consent was obtained from provider interviewees
before the start of the interview and anonymity was maintained during interview transcriptions.
Interviews were recorded with permission for later transcription.
Interview Analysis: Deidentified transcripts were analyzed utilizing ATLAS.ti, a software
program for qualitative data management and analysis.21 Transcripts were coded following
Tesch’s eight steps in the coding process as discussed by Creswell in Research Design. 22 Following
the analyses of the first three transcripts by the study team, an initial codebook was developed and
periodically updated as the interviews continued. Two of the authors (M.A, K.B) were involved
with generating codes and themes; and they were shared with the other authors. Analyses took the
form of open coding (line-by-line examination of data to generate concepts), axial coding (to reveal
categories, and subcategories) and frequent comparison to determine saturation and integration of
emergent concepts.23–25 Finally, to concord with the model used for our quantitative analysis, we
coded and generated themes and linked those with the different elements of the Anderson’s model.
Overall, the factors analyzed for the quantitative section (italicized) and the ones that were
generated from the qualitative analysis (unitalicized) have been grouped under different elements
of the model as shown in Figure 3.1. We used a previously published systematic review as our
guide to group the factors under different elements of the model.26 Further, three randomly selected
transcripts and the codes generated were discussed with the Medical Director of the clinic to
confirm that our deduction aligned with the practices of the clinic.
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Figure 3.1.
Anderson’s Behavioral Model of Health Services Use with Factors from the Quantitative and
Qualitative Analysis

Results
Patients’ Sociodemographic and Clinical Characteristics: Patients’ characteristics and TCC
show rates are shown in Table 3.1. A total of 520 patients were included in the analysis and
22.3% of them did not show-up to their scheduled TCC appointments. The majority of patients
were less than 65 years of age (61.7%) and were females (56.4%). Close to 92% were Whites. Of
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the included patients’ sample, 3.5% admitted to were positive for substance use. Further, the
majority of patients had public insurance (78.3%) while 8.4% had no insurance and the
remaining 13.3% had private insurance. 90.2% of the patients had a chronic disease, with 76% of
them having comorbidities. 31.9% of the included patients had depression. 84.2% and 53.3% of
the patients had one or more hospital admissions and ED visits in a given year, respectively. The
patients were evenly scheduled for TCC throughout the included period with 28.2% of the
patients being scheduled in spring, 25.8% in summer, 23.3% in fall and 22.7% in winter. Some
of the included factors (age, substance use, insurance, presence of chronic disease, comorbidity,
and ED visit counts) were significantly associated with the outcome at p ≤ 0.05 as exhibited in
Table 3.1.

Table 3.1.
Descriptive Statistics and Transition Care Clinic Show Among Patients at the ETSU Family
Medicine Clinic from July 2019 to June 2021
Transition Care Clinic
Total Sample
(n= 520)
%
PREDISPOSING FACTORS
Age a
Less than 65 years
65-75
75 and above
Sex
Male
Female
Race
Whites
Other races
Substance Use a

Arrived =
77.7%

No-Show =
22.3%

P-value

0.0060
61.7
21.7
16.6

73.2
86.7
82.6

26.8
13.3
17.4
0.2548

43.6
56.4

75.3
79.5

24.7
20.5
0.1855

91.7
8.3

79.2
88.6

20.8
11.4
0.0006

75

Yes
No
ENABLING RESOURCES
Insurance a
Public
Private
No insurance
NEEDS
Presence of Chronic Disease a
Yes
No
Comorbidity a
Yes
No
Depression
Yes
No
Hospital Admissions (in a year)
None
1 or more
ED Visits (in a year) a
None
1 or more
EXTERNAL ENVIRONMENT
TCC Schedule Season
Spring
Summer
Fall
Winter
a
: Chi-square test for significance, p ≤ 0.05

3.5
96.5

44.4
78.9

55.6
21.2
<0.0001

78.3
13.3
8.4

79.1
89.9
45.5

20.9
10.4
54.5
<0.0001

90.2
9.8

81.0
47.1

19.0
52.9
<0.0001

76.0
24.0

81.8
64.8

18.2
35.2
0.6463

31.9
68.1

78.9
77.1

21.1
22.9
0.8379

15.8
84.2

76.8
77.8

23.2
22.2
0.0387

46.7
53.3

73.7
81.2

26.3
18.8
0.8978

28.2
25.8
23.3
22.7

78.9
75.4
78.5
78.0

21.1
24.6
21.5
22.0

Multivariable Logistic Regression: Results of the multivariable logistic regression analysis for
predicting TCC no-shows are shown in Table 3.2. After adjusting for the included predisposing,
enabling and need factors, only age, substance use, and insurance were found to be significantly
associated with TCC no-shows.
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Table 3.2.
Results of Multivariable Logistic Regression Predicting the Relationship of Different Factors
with Patient No-shows to Transition Care Clinic
Transition Care Clinic No-Show

PREDISPOSING FACTORS
Age a
Less than 65 years
65-75
75 and above
Sex
Male
Female
Race
Whites
Other races
Substance Use a
Yes
No
ENABLING RESOURCES
Insurance a
Public
Private
No insurance
TCC Schedule Season
Spring
Summer
Fall
Winter
NEEDS
Presence of Chronic Disease
Yes
No
Comorbidity
Yes
No

Adjusted
Odds Ratio

95% Confidence
Interval

P-value

2.595
1.149
ref

1.141-5.902
0.429-3.080
ref

0.0039
0.3855

1.109
ref

0.658-1.871
ref

0.6970

1.501
ref

0.496-4.545
ref

0.4724

5.470
ref

1.720-17.396
ref

0.0040

0.543
0.179
ref

0.199-1.481
0.047-0.675
ref

0.5029
0.0083

0.950
1.648
1.147
ref

0.441-2.046
0.778-3.493
0.524-2.513
ref

0.3850
0.1020
0.9688

0.324
ref

0.101-1.045
ref

0.0593

0.978
ref

0.431-2.219
ref

0.9577
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Depression
Yes
1.007
No
ref
Hospital Admissions (in a year)
None
0.879
1 or more
ref
ED Visits (in a year)
None
1.529
1 or more
ref
a
: Chi-square test for significance, p ≤ 0.05

0.569-1.782
ref

0.9802

0.434-1.780
ref

0.7198

0.892-2.623
ref

0.1227

Results of our mixed method analysis have been presented following the elements of the
Anderson’s Behavioral Model of Health Services Use.

Population Characteristics
Predisposing Characteristics: Patients who were less than 65 years of age had higher odds of not
showing up to their TCC appointments [adjusted odd’s ratio (aOR)=2.595; 95% confidence
interval (CI)=1.141-5.902; p<0.0039]. In addition, compared to those who did not use
substances, those who did, had 5.470 times higher odds of TCC no-show (95% CI=1.72017.396; p<0.0040). When asked, some providers said that they were not explicitly aware that the
no-show rate was this high among patients with substance use issues, however, this did not
surprise them; with one provider saying,
“Was I aware of that, no, I mean, could I just assume? Probably.…”

Further, according to some providers, a few reasons patients do not show up to their TCC
appointments are lack of buy-in and low motivation. One provider stated,
“…There’s always some sort of excuse at least most of the time, but those excuses we've
tried to address you know transportation issue, we provide transportation. If they can’t
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leave the house, we do telehealth transition care visits even still those patients are not
actually coming into clinic, or you know being seen. Because I don't think they have that
buy-in yet and it's really hard to get someone to participate in their care if they're not
investing in themselves, and then it (is) kind of a self-fulfilling prophecy right if these
people are not coming into clinic to get under control they're going to be back at the
hospital and then I’m going to offer them a transitional care appointment for that visit
too and then they're not going to show up and then they're going to come back...”
Providers further acknowledged that these could be attributed to lower health literacy of
patients in the region and lack of patients’ understanding and appreciation of TCC and its
importance.
Enabling Resources: Compared to those without insurance, patients who had private insurance
showed lower odds of TCC no-shows (aOR=0.179; 95% CI= 0.047-0.675; p<0.0083). Provider
interviews further revealed problems with the components of access to care. The five As of
access to care are affordability, availability, accessibility, accommodation, and acceptability.27
Providers inferred that the overall patient population of the region had lower socioeconomic
status and as people generally have big bills when they are discharged from the hospital, there
could be concerns of not being able to afford additional bills as a result of TCC.
With regards to availability, providers mentioned two concerns that could hamper patients’ TCC
show, (i) Having TCC only on a Tuesday confines patients’ ability to come to the clinic; and (ii)
Scheduling and not terminating those who have previously missed their appointments without
prior notice/cancellation limits spot-availability for others.
“…I also think that, as we only have five spots in that half day, they get filled up with
those types of patients the chronic patients that are exacerbated with the chronic illness
due to the non-compliance or so. And instead, we are missing some of the people who are
the first time in the hospital for an acute issue or the first time for chronic exacerbation.
And they aren't able to come in, because we're booked up the next two three weeks later
down the road before we can get them in a clinic and that also just kind of further
snowballs the effects.”
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Providers also mentioned that patients’ social determinants of health limited their TCC
accessibility. In particular, transportation was identified as an issue.
“So, I have been thinking about this for a little while. While it's hard coming up with
examples yeah but the overwhelming answer that comes like right off the page is just
social determinants of health. I mean, patients have problems with rides, getting access
to medications and that leads them to be unhealthy and they get in the hospital and then
all of those reasons, also make it hard for them to make it to their appointment. I mean
the most I guess recent specific examples I can think of, where I mean there was one
patient that was just homebound, I mean she couldn't leave the home and she didn't have
a ride, and I know we're normally pretty good about giving like the net trans….”
Deficient accommodation, the extent to which a provider’s operation is organized in
ways that meet the constraints and the preferences of a client, was also identified as a possible
reason for no-shows.27 Providers showed concerns about TCC appointments not being patientcentered and being made without consultation with patients,
“What we will do when discharging is, we call over to the front desk from the hospital
and we say we're discharging this patient we'd like to get them set up for a TCC visit.
They pull up the schedule and let us know what slots are available. Most the time we
don't schedule it like when we're in the room with the patient so we're like in our work
room, so we just kind of randomly pick a time, so we don't always consult with the patient
on like a 9am vs a 2pm appointment, what works for you? I mean we always put it on
their discharge paperwork like if this appointment doesn't work for you, please call and
reschedule. But I don't know how many people read their packet.”
“Yeah, and I think that if we were to make it more patient-centered and ask the patient,
so at the very least, you know what works best for you morning or afternoon, you know
very general questions. And then you know we usually do this on Tuesdays, so is that
something that would work for you, instead of just kind of putting in our orders and
scheduling an appointment, but actually asking the patient's input before we even
schedule.”
As, we were unable to interview patients, information on acceptability was not obtained.
Needs: Need conditions were not significantly associated with the outcome.
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External Environment: Schedule season was not significantly associated with TCC no-shows.
Interviewed providers had a good understanding of and were familiar with TCCs and the
scheduling process. Providers identified two major barriers to TCC shows from the system’s
side. First, multiple providers suggested that there was a lack of standard approach, and
inadequate communication with patients regarding ToC, TCCs and their appointments. This is
evident from some provider responses when asked if they told patients about TCC, how it is
different from a regular clinic, and about its importance, during discharge or during the postdischarge phone calls.
“I do not always tell them that no and I will tell them this is your appointment with us for
you to come out of the hospital and to make sure you're doing okay when you leave. I do
not always say like it's TCC or is different from a regular clinic. I also don't want it to
become like a new daunting thing like now I have to do this special visit. Just that you're
coming to a doctor's office, we're just trying to make sure you're doing okay when you
leave the hospital..”
“Yeah, I don't know that there is a standard approach to providing that information to
the patient. I think that it is usually discussed on the day of discharge, hey we want to see
you in the clinic pretty closely. I don't know that it routinely is presented as we want to
see you in our TCC clinic and that involves all these players. I don't know if that happens
on a routine basis.”
Second, providers mentioned that patients’ information including their contact
information is not accurate in the clinic’s health records, which makes it difficult and somewhat
impossible for them to reach patients. One of them said,
“Lately, I have noticed that whatever intake is in the patient's chart in the hospital chart
like number and address and spouse and spouse number like you know, is not always
accurate or is not always reachable. I mean I’ve been on TCC now for three weeks, and
you know there will at least be one or two patients where you know nurse practitioner
calls them after a hospital, and will be like I was not able to reach them, so we need to
verify the phone number or whatever…”
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Discussion
To the best of our knowledge, this is the first mixed-methods study to identify different
factors that could influence patient no-shows to TCC appointments. This study offers a unique
perspective to those factors as we utilized the Anderson’s Behavioral Model of Health Services
Use. TCCs have several benefits and no-shows impact resource utilization, effect clinical
outcomes, healthcare productivity, and pose risks to the quality of healthcare services. 28 Thus, it
is important to identify and understand these factors associated with TCC no-shows to be able to
address them for the purposes of quality improvement.
Under predisposing characteristics, we found that patients who were less than 65 years
had a higher likelihood of TCC no-shows. This finding aligns with previous studies which
suggest that the odds of no-shows are higher in younger patients.29–31 This highlights the
differences in age pertaining to no-shows, alongside the need to explore factors associated with
these differences and design age-appropriate interventions. Further, we found that illicit
substance use was significantly associated with TCC no-shows. While there is scarcity of
previous research focusing on substance use and TCC no-shows, existing literature identifies
high prevalence of no-shows and missed appointments among different populations with
substance use issues.32–36 This stresses the need for context-specific studies focusing on
individuals who use illicit substances, their reasons for not showing up to TCC and for proper
strategies to address those reasons. Further, according to some providers, the overall low health
literacy of the area, patients’ understanding of TCC services, and their lack of buy-in and
motivation to seek care could lead to no-shows. Paucity of previous research on the topic limits
our ability to confirm our findings with the literature, but it has been established that health
service utilization is determined by the need for care, and by whether patients’ believe that they
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need care.37 Effectively communicating with patients to help them recognize the value of TCCs,
ensuring that patients understand what is being communicated, and acquiring better awareness of
patients’ health beliefs in order to carefully consider recruitment strategies could be helpful in
addressing the abovementioned barriers to patients’ use of available healthcare services,
including TCCs.38–40
With regards to enabling resources, having no insurance and healthcare affordability
concerns were associated with TCC no-shows. Multiple studies have identified that no insurance
or lack of proper insurance limits patients’ ability to afford health care services. 37,41–44 Providers
from the clinic mentioned that there are resources available for patients with no insurance and/or
low-income, including sliding-scale pay. As such, making patients aware of such options could
help lower TCC no-show rates. Availability was also an issue as ETSU-FM TCCs are conducted
only on Tuesdays. Further, including patients with histories of no-shows could render TCC spots
unavailable for patients who might show-up. There is no existing research on TCC availability;
however, previous studies have acknowledged availability as a component of access that affects
health services use.37,45,46 Additionally, accessibility issues because of lack of or limited
transportation and other social determinants of health were linked to patient no-shows. This
aligns with previous research stating that transportation issues are associated with inadequate
healthcare utilization and missed appointments.18,37,41,42 We further found that TCC appointments
were not patient-centered and were made without acknowledging patients’ preferences and
constraints. A previous study has also mentioned that multiple components of care transitions are
not designed from a patient-centered approach which hinders safe transitions of patients.25
Importance of patient-centered care and patients’ preferences in treatment are evident in the
literature.47–49 Giving patients the opportunity to participate in their care process while
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understanding their healthcare beliefs and preferences influence the use of healthcare
services.47,48
From the system’s side, a lack of standard approach and inadequate communication with
patients about their TCC appointments could have led to high no-shows. Existing literature
highlights the importance of and the need for effective and comprehensive communication to
ensure that patients receive safe and timely care.50,51 Explicitly communicating with patients on
how TCCs are different from regular clinics and include multidisciplinary team-based care could
be helpful in securing patients’ buy-in, refining their understanding of TCC, and improving their
TCC show rates. Several evidence-based transitional care strategies and their descriptions are
available in the literature that can be used to implement a standard ToC process and TCC
scheduling by the ETSU-FM.50,52–55Another issue identified by the providers was lack of
accurate patients’ information in the clinic’s records which makes it difficult for providers to
contact patients in the post-discharge period, communicate with them about their needs, and
remind them of their appointments. Post-discharge phone call is an important component of care
transitions and has been associated with improved patient outcomes and appropriate use of
available healthcare services.56–59 Previous studies have found that reaching patients in the postdischarge period and reminding them of their appointments lead to significantly higher
attendance.58,59
This study is limited in that patients’ perceptions including their acceptability of the
available healthcare services at the clinic are not included in our study. Our original plan was to
interview patients who had not shown up for appointments; however, we couldn't get patients to
participate. Nonetheless, our study does provide some important information on challenges faced
by the clinical team in effectively securing patients’ buy-in and improving their TCC show rates.
84

Further, the study was completed using patient and provider samples from one university
affiliated teaching clinic in an underserved region of the country, therefore these findings may
not be applicable to other practices or regions. Also, due to limited availability of research on
TCCs, it was difficult to concur our findings with the existing literature. Yet, this highlights the
importance of our work as we obtained factors related to no-shows from both the quantitative
analysis of patients’ records and qualitative analysis of providers’ perspectives. Our findings
show that there are both patient-level and system-level factors associated with no-shows at the
ETSU-FM TCC.
Conclusion
TCCs have been developed as an important strategy to ensure smooth transition of
patients from hospital to home. We found that lack of standard care transition process,
inadequate communication with patients about TCCs, lack of patients’ buy-in, issues with access
to TCCs, and lack of accurate patient contact information are some reasons that lead to TCC noshows. The ETSU-FM clinic should focus primarily on the system-level factors and other factors
which are modifiable by the clinic. A patient-centered TCC approach by redesigning recruitment
strategies to best fit the needs of the patient population of the region and ensure appropriate
utilization of ETSU-FM TCC resources could optimize TCC show rates and overall patient
health outcomes. Doing so could ultimately lead to progress towards the triple aim of healthcare:
improving patient’s experience of care, improving the health of populations, and reducing the per
capita cost of health care.60
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Abstract (220 words)
Purpose: Identify gaps in implementation and provide recommendations to address factors
associated with transition care clinic (TCC) no shows in a rural family medicine clinic.
Design: Qualitative.
Setting: East Tennessee State University Family Medicine clinic, Johnson City, Tennessee.
Sample: Ten providers responsible for scheduling, calling, and attending TCC patients.
Measures: Policy/programmatic recommendations.
Analysis: Qualitative analysis using provider interviews.
Results: Patient-level and system-level factors are associated with TCC no-shows. Our study
includes recommendations for factors that could be modifiable by the clinic. These
recommendations are based on providers’ responses and some practices discussed in the
literature.
Conclusion: It is important to address the factors that influence patients’ no-shows to ensure
smooth care transitions. Effectively communicating with patients about TCC, available
resources, and making TCCs more available, accessible, affordable, and patient-centered could
be some ways to improve patients’ show rates.

Keywords: transition care clinic, no-shows, family medicine, rural clinic, practice,
recommendation
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Purpose
The East Tennessee State University- Department of Family Medicine (ETSU-FM), a
Patient-Centered Medical Home (PCMH) started a transition care clinic (TCC) in 2015 with an
aim to prevent readmissions and other adverse events in the post-discharge period. Despite its
aim to prevent unnecessary readmissions and ensure event-free transitions of patients following
discharge, the clinic has been facing high patients’ no-shows to their scheduled appointments.
Our study found that over 1 in 5 patients did not show-up to their post-discharge TCC
appointments from July 2019 to June 2021. Mixed-methods analysis using patients’ health
records and provider interviews brought to light several patient-level and system-level factors
that could have led to no-shows. Thus, the purpose of this research brief is to provide
recommendations to address those factors and gaps identified in TCC implementations. Our
recommendations are based on the interview responses, and the best practices mentioned in the
literature.

Methods
Ten providers (three attendings, five residents, one nurse practitioner, and one patient
care manager) responsible for scheduling, calling, and treating TCC patients were interviewed
using a semi-structured interview guide. Interviews were face-to-face and constructed to obtain
providers’ understanding of transition of care process and TCCs; TCC scheduling at ETSU-FM
clinic (“Can you tell me about the discharge process for patients who are scheduled for TCC
visits?”, “How do you communicate with patients about TCC?”); and different TCC challenges
and opportunities at ETSU-FM clinic (“Our records show us that many patients do not show-up
for their scheduled TCC visits. Why do you think that is happening?”, “How do you think we can
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improve the current situation?”). Some interviewees were asked additional questions regarding
the post-discharge calls (Can you please tell me what you tell patients when you make the
calls?").
ETSU Institutional Review Board approval was obtained for the study. Prior to the start
of the interviews, written informed consent was obtained from the providers, and interviews
were recorded with permission. Interview transcripts were de-identified and analyzed with the
help of ATLAS.ti. Two of the authors were involved with generating codes and they were shared
with the other authors. Analyses took the form of open coding (line-by-line examination of data
to generate concepts), axial coding (to reveal categories, and subcategories) and frequent
comparison to determine saturation and integration of emergent concepts.

Results
Interviewed providers were familiar with TCCs and the scheduling process. Providers’
interviews helped us identify different factors that could be associated with TCC no-shows at
ETSU-FM clinic. We grouped the factors as patient-level and system-level factors. Further,
recommendations to address each of the factors that are deemed modifiable by the clinic have
been provided.
Patient-Level Factors: Based on provider responses some patient-level factors that could
influence patient no-shows are younger age of patients, patients’ lack of buy-in or low
motivation, overall lower health literacy of the patients in the Appalachian region, lack of
understanding and appreciation of TCCs and their importance, influence of social determinants
of health (in particular, transportation) and healthcare affordability issues. Evidence-based
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recommendations to address some of the modifiable patient-level factors identified at the ETSUFM clinic are listed below:
1. Effective communication with patients regarding TCC, importance of TCC, and allowing
patients’ input for their appointment date and time prior to discharge could help patients
understand what TCCs are, secure their buy-in and increase their motivation to arrive for
their appointments.
2. Pre-discharge communication with patients to determine if transportation is or would be an
issue. Further, inform patients of the transportation options available at the clinic.
3. Provide incentives to patients who attend TCCs, and let patients know of the available
incentives before discharge.
4. Communicate about the resources that are available for patients with no insurance or
affordability issues (e.g., sliding scale pay).

System-Level Factors: Gaps in implementation and barriers from the healthcare system’s side
were also identified. Provider interviews implied that one day TCC (on a Tuesday) limits
patients’ ability to come to the clinic. Further, scheduling and not terminating the patients who
have previously missed TCC appointments without prior notice or cancellation limits spotavailability for other patients who might show-up. Additionally, we found that TCC
appointments are made without consultation with patients and thus, are not patient-centered. A
lack of standard approach and inadequate communication with patients regarding TCCs and their
appointments could also lead to TCC no-shows. Moreover, accurate patients’ contact
information is not available in the clinic’s records.
Some recommendations to address system-level factors:
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1. Clinical and management team members discussion on expanding TCC services. Possibly on
a Monday or a Thursday and integrating it with pharmacy clinics.
2. Implement 2-2 no-show policy and terminate patients who miss multiple appointments.
3. Call patients if they do not show up to their appointments and identify reasons for no-show.
Offer assistance from the clinic. Specifically, inquire if appointment time/transportation/cost
are the reasons for not showing up? Ask if anything could have been done differently.
4. Schedule TCC appointments in consultation with patients. Make patients feel that they have a
role to play and that their preferences are acknowledged in their treatment plans. Overall,
make the approach patient-centered.
5. A standard communication approach to inform patients of TCCs, resources available and
making sure that patients understand that TCCs are different from regular clinic. Also,
explicitly communicate with patients about TCC and their appointments during postdischarge calls made within 48 business hours.
6. Hand out the TCC appointment card with the appointment date and time, and clinic’s contact
information.
7. Make sure patients' information including their contact information is accurate before
patients leave the hospital. Have nurses or certified nursing assistants (CNAs) do a last intake
on the day of discharge so that all information is accurate.

Discussion
To the best of our knowledge, this is the first study to identify factors associated with
TCC no-shows in the South-Central Appalachian region and more importantly, to provide
recommendations for improvement. TCCs have proven to be effective in reducing post-discharge

99

adverse events, thus, it is important to identify and address factors that are associated with TCC
no-shows.
Providers who are involved in the discharge process and those who make the postdischarge phone calls to patients should explicitly communicate with patients about TCCs and
their importance. It is evident from the literature that effective and comprehensive
communication with patients encourages them to receive the needed care in a timely manner. 1,2
Further, such communications with patients could also help expand patients’ understanding of
TCC while improving their buy-in. Further, providers should communicate and let patients know
of the available resources to address transportation and costs issues. Prior studies in the literature
have stated that patients with limited or no insurance, and those with transportation issues are
likely to miss their appointments and not use available healthcare services as needed. 3–6 Thus,
addressing these issues could help improve patients’ TCC show rates.
Additionally, the clinic should focus on making TCC services available more often.
Single day TCC in a week highly limits patients’ ability to arrive for their appointments. Also,
appointments are made without acknowledging patients’ preferences and constraints. This
hinders patients’ buy-in and further lowers their motivation to show up to their appointments.
Patient-centered care is important and engaging patients in their treatment and care plans
influences appropriate use of healthcare services.7,8
Moreover, inaccurate patient contact information in the EHR makes it difficult to reach
patients in the post-discharge period and communicate with them about TCC and remind them of
their appointments. This is a serious issue, and it is crucial that the clinic puts in place some
measures to obtain accurate contact information from patients before they are discharged.
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Existing literature highlights the importance of contacting patients in the early post-discharge
period and reminding them of their appointments to improve show rates.9
Our study has some limitations as patient interviews were not conducted, therefore, patients’
perspectives are not able to be discussed. Further, as the factors associated with TCC no-shows
are identified using provider and patient samples from one clinic, these factors and the provided
recommendations may not be applicable to other clinics.

So What?
•

What is already known on this topic?
It has been known that TCCs play an important role in addressing post-discharge
healthcare and social needs of patients and prevent them from readmissions.

•

What does this article add?
This article identifies patient-level and system-level barriers to TCC shows in a rural
family medicine clinic and provides recommendations to address some of those barriers.

•

What are the implications for health promotion practice or research?
Findings from this study can be used for quality improvement purposes by the ETSUFamily Medicine clinic or other healthcare facilities and implement TCC effectively
while addressing the identified gaps.
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Chapter 5. Summary
The first chapter of the ILE project examined the problem and provided a basis for
prioritizing TCCs for this project. The goals, objectives, and methods of each of the major
chapters, the scoping literature review, the empirical article, and the policy or practice
implication manuscript have been discussed. Additionally, the chapter also included a discussion
on the competencies the ILE project will help achieve and the different aspects of the project
through which the identified competencies will be integrated and synthesized. Finally, the
chapter included a discussion on the stakeholders’ engagement plan; for this project, the major
stakeholders are the representatives from the ETSU-FM clinic.
The second chapter of the ILE project, the scoping literature review, helped us
understand ToC and TCCs, identify different components of TCCs, and explore diverse patients’
outcomes as a result of TCCs. In-depth review of 18 studies published from 2016 to 2021
highlighted that overall TCC resulted in lower hospital readmissions, lower ED visits and cost
savings for both the providers and the patients. It was also found that adequate communication
with patients in the predischarge period and in the early post-discharge period are crucial
components to ensure smooth care transitions. Further, reminding patients of their TCC
appointments, performing medication reconciliation, and helping patients address their social
needs are found to be important for optimal health outcomes.
The third chapter of the ILE project, an empirical article titled “Factors Associated with
Patient No-shows to Scheduled Transition Care Clinic Appointments in Adult Appalachian
Population”, is a sequential mixed-methods study. The objective of the study is to identify
different factors associated with no-shows to scheduled TCC appointments in adult Appalachian
population. In doing so, for the quantitative section of the study, the sample was patients who
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were scheduled for TCC visit at the ETSU-FM clinic from July 1, 2019 to June 30, 2021.
Further, provider interviews were used for qualitative analysis. A total of 520 patients and 10
providers were included in the study. Anderson’s Behavioral Model of Health Services Use was
utilized to define multiple predisposing, enabling, need and external environmental factors that
could influence no-shows. It was found that younger patients and patients who used illicit
substances had higher likelihood of not showing up to their appointments. Further, issues with
access to care including affordability, accessibility, availability, and accommodation were also
deduced. From the healthcare system’s side, lack of adequate predischarge and early postdischarge communication regarding TCC and unavailability of accurate patients’ contact
information in the clinic’s records were thought to be associated with patient no-shows at ETSUFM TCC.
The final manuscript, the policy or practice implications manuscript, is a research brief
which was informed by the findings from the empirical article. Several factors were associated
with patient no-shows at ETSU-FM TCC. For this research brief, the factors were grouped as
patient-level factors and system-level factors. Further, recommendations for the factors that are
deemed modifiable by the clinic have been provided. These recommendations are based on
provider responses obtained during interviews and on the best practices as mentioned in the
literature. An important recommendation for the ETSU-FM clinic is to explicitly communicate
with patients about TCCs and their importance during discharge and during the post-discharge
call made within 48 business hours of discharge. While doing so, patients should also be
informed of the different resources that are available for patients with social needs such as
transportation and insurance. Additionally, making TCC services available on more than one day
a week was suggested by providers to better accommodate patients who cannot make it to TCC

104

on a Tuesday. Provider interviews also helped identify that the overall approach of TCC
appointment is not patient-centered and that the appointment is made without patient
consultation. The ETSU-FM clinic needs to work on this and schedule patients while
acknowledging their preferences and constraints, thereby making the overall approach a patientcentered one. Similarly, the clinic needs to ensure that all the patients’ information is up to date
in their health records. Doing so will make it possible for practitioners to reach out to patients in
the early post-discharge period, remind them of their appointments and talk to them about their
conditions and needs, which could ultimately result in lower no-show rates.
Overall, the ILE project helped us identify different TCC components focused on by the
healthcare systems across the country, study the associated outcomes following TCC
interventions, explore some reasons for patient no-shows in a rural FM TCC and provide some
recommendations for improvement based on the best practices mentioned in the literature and
the providers’ recommendations from the clinic. In addition, this ILE project implies the need for
more research on ToC and TCCs. The scoping review identified limited knowledge on the
subject and all of the studies were only from the US, which suggests the need for more robust
studies on TCC throughout the world. Moreover, a few TCCs in the included studies were not
found to result in significant positive outcomes; highlighting the need to evaluate the strategies
and practices implemented by those clinics for areas of improvements. Findings and
recommendations from the empirical article and the practice paper could be used to effectively
implement TCC in a rural setting and improve population health.
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Attainment of Competencies
During the course of the ILE project, multiple foundational and core area competencies
were achieved. As listed in the first chapter, four areas were focused on for the foundational
competencies which are data and analysis; programs and policies; education and workforce
development; and leadership, management, and governance. Under data and analysis, designing
a qualitative, quantitative, mixed methods, policy analysis or evaluation project to address a
public health issue was achieved through the empirical article. It is a mixed-methods study to
identify factors associated with patient no-shows at ETSU-FM TCC. Similarly, assessing an
audience’s knowledge and learning needs, under education and workforce development, was
attained through provider interviews. Providers were asked questions to obtain their
understanding of ToC, TCC and different reasons for no-shows. Pertaining to program and
policies, designing a system-level intervention to address a public health issue was integrated
through the fourth chapter which included a context-specific TCC guideline for the clinic while
providing recommendations to address factors that were identified to be associated with patient
no-shows in the empirical article.
Three competencies were chosen under leadership, management, and governance, (1)
Communicate public health science to diverse stakeholders, including individuals at all levels of
health literacy, for purposes of influencing behavior and policies; (2) Integrate knowledge,
approaches, methods, values and potential contributions from multiple professions and systems
in addressing public health problems; and (3) Create organizational change strategies. These
three competencies were achieved through different parts of the scoping review, the empirical
article, and the practice paper. The scoping review and the empirical article helped us identify
different components of TCC and different factors that could influence patient no-shows. These
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findings alongside other practices discussed in the literature will be used to develop best
practices guidelines, communicate the practices including some organizational change strategies
with the ETSU-FM clinic. A policy memo will be provided to the clinic which includes all the
above-mentioned components. Additionally, an appointment card was designed and will be
provided to the clinic to hand out to patients during discharge; the card contained information on
TCCs, their importance, patient’s appointment time and date, and the clinic’s map and contact
information. The purpose of providing the appointment card is to ensure that patients understand
the importance of TCC and are aware of their appointment time prior to being discharged.
Moving on, three competencies were chosen under the core area competencies. First,
integration of individual health information, population health measures and community
resources to redesign health service delivery and improve population health was achieved
through the best practice recommendations which are based on the gaps identified in TCC
implementation by the FM clinic. These recommendations, if implemented, could help the clinic
lower no-show rates, and improve population health of the region. Second, “Analyze patterns of
health services utilization, costs and outcomes and health system performance using applied
research methods” was achieved through application of Anderson’s Behavioral Model of Health
Services Use. The third competency chosen was “Align organizational quality improvement
programs with state and national quality initiatives to improve organizational quality initiatives
to improve organizational effectiveness and resource use”. This overall project on TCC aligns
with the CMS’s HRRP as mentioned in chapter one. The HRRP emphasizes care coordination
and communication to reduce readmissions that are avoidable.
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Dissemination of ILE Findings
The ETSU-FM clinic will be provided with a policy memo with the identified problem,
different system-level and patient-level factors found to be associated with TCC no-shows and
some recommendations to address those factors. The policy memo can be used by the providers
in the clinic, the associated hospitals and the inpatient facilities that schedule patients for TCC
follow-up at ETSU-FM clinic. The policy memo can be found in the APPENDICES as Appendix
B. Further, a TCC appointment card with sections for patient’s information; appointment date,
day, and time; importance of TCC, clinic’s contact information, a picture and a map of the clinic
will be handed out to the clinic for use. The appointment card can be found as Appendix C.
Further, the second, third and fourth chapters of this dissertation will be submitted for
publication in peer-reviewed journals. Findings from the chapters will also be presented as
abstracts in the future.
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APPENDICES
Appendix A: Provider Interview Script
Hello [PROVIDER NAME], this is [INTERVIEWER NAME] from East Tennessee State
University. I am a final year Doctor of Public Health student, and I am working with ETSU Family
Medicine Clinic on a study involving patients who were discharged Johnson City Medical Center
following inpatient admission from June 2019-June 2021. This interview is a part of the study to
understand why some patients missed their scheduled post-discharge Transition Care Clinic visit
at ETSU Family Medicine clinic. Our study results will be used to improve the quality-of-care
delivery at the clinic and your responses may be shared with the hospital and the clinic for purposes
of quality improvement.
Please note that participation in this interview is completely voluntary and will not affect your
health care or your benefits. It should take about 25-30 minutes to answer.
Questions:
1. As I mentioned earlier, my research is focused on Transition of Care. How familiar
are you with the process?
(Following question) Can you tell me what Transition of Care means to you?
2. In your own words, how do you think a TCC visit is different from a regular clinic
visit?
3. The Family Medicine clinic has a Transition care clinic every Tuesday, but our
records show us that many patients do not show-up for their scheduled TCC visits. Are
you aware of that? Why do you think that is happening?
4. Can you tell me about the discharge process for the patients who are scheduled for
TCC visits?
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5. Moving on, let’s talk about how you communicate with patients about TCC?
•

How do you tell patients about the importance of the visit? Do you also explain to

why they were scheduled for appointment on that day/time?
•

Are patients provided with any written information confirming the appointment?

6. Our analysis shows us that patients with no insurance and those with positive
substance use are more likely to miss their visits, are you aware of that? Do you have
any suggestions to improve show rate among these populations?
7. From your perspective, is there any gap in the scheduling process which could have
led to patients’ missing their scheduled visits?
8.

Do you think scheduling patients’ visit on the same day with multiple providers

would be better or would it be better to just have TCC visits sprinkled through the week
on regular schedules?
9. How do you think we can improve this current situation and increase the number
of patients who show up for their TCC visits?
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Appendix B: Recommendations to Address Transition Care Clinic No-Shows
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Appendix C: TCC Appointment Card
Front of the Card
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Back of the Card
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